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Dear Editor,
We read with interest the letter by Jacob et al. [1] report-
ing a series of three cases of single incision totally extra-
peritoneal (TEP) laparoscopic inguinal hernia repair. This
letter deserves comments regarding the potential of devel-
opment for single incision or port laparoscopic inguinal
hernia repair.
We Wrst want to congratulate Jacob et al. [1] for their
report of single incision TEP laparoscopic inguinal hernia
repair, although previous authors have reported single inci-
sion TEP inguinal repair [2]. As these authors, we have also
tried to approach inguinal hernia through single port access
TEP laparoscopic repair and have completed four cases [3].
However, our experience with single port access laparo-
scopic TEP inguinal hernia repair made us draw diVerent
conclusions compared to Jacob et al.
We have completed four cases of inguinal hernia (two
unilateral indirect, one bilateral indirect, and one unilateral
direct hernias) repair through single port access (SPA) lapa-
roscopic TEP using Parietex ADP2™ meshes (Covidien)
without parietal Wxation. A single 12-mm port was inserted
inside the inferior umbilical skin on the midline. To con-
duct SPA TEP inguinal hernia repair, a working channel
endoscope (Richard Wolf GmbH) was used with a standard
straight 5-mm instrument. Dissection was achieved without
a dissecting balloon. After hernia reduction and spermatic
cord and vessel isolation, the mesh was placed. The anterior
facial incision was closed with 2/0 Maxon under vision.
The median operative time was 60 (range 52–64) min. One
intra-operative complication was recorded (bleeding from
the corona mortis vein), which was controlled by elec-
tro-coagulation, but necessitated the adjunction of an
additional 5-mm midline port. No post-operative com-
plications were recorded and no recurrences have been
recorded to the present with a median follow-up of 14
(range 16–13 months).
First, we found that, using a single-incision multiport
trocar, such as those available for clinical practice, man-
dates a too large an incision compared to those needed for
conventional TEP laparoscopic repair. Conventional TEP
laparoscopic repair could be achieved easily with two lapa-
roscopic ports (one umbilical and one midline) by surgeons
experienced in TEP laparoscopic repair. Using this
approach, the median operative time is, in our experience,
34 (range 13–54) min [4]. Large umbilical incisions may,
as noted by Jacob et al., be associated with a higher rate of
incisional hernia and may not oVer a major cosmetic advan-
tage. However, they may be associated with a decrease in
the analgesia needed compared to the two-port approach.
For this reason, we tried to perform single port TEP laparo-
scopic repair using a single 12-mm access to further
decrease parietal trauma. While single port access TEP
repair is feasible, as we experienced, it is probably too diY-
cult and does not oVer suYcient safety, even for surgeons
experienced with single access surgery and TEP repair.
We, thus, think that other inguinal hernia repair approaches
and instrumental development should be investigated in
order to improve the feasibility, safety, and cosmetic
results of single access inguinal cure before diVusing this
technique for this indication. According to this question,
we have now undergone investigation of trans-abdominal
pre-peritoneal (TAPP) inguinal repair, using a multiport
trocar (TriPort™, ASC) with a deXectable-tip endoscope and
Xexible or curved instrumentation. Preliminary experience
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associated with subjective surgeon improved feasibility and
safety, while allowing improved cosmetic results.
In conclusion, we think that improvement in cosmesis,
which can be associated with a decrease in parietal trauma,
for inguinal repair have investigated in more detail. The
development of a two-port technique may be a Wrst step,
but single access surgery is the approach that we should
examine more closely. Instrumental development and the
evaluation of diVerent approaches, especially the TAPP
approach, may be the way forwards. However, we should
keep in mind that our Wrst mission is patients’ cure and
surgical safety while developing these new techniques.
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